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This paper reviews the concept, research condition and research progress of hierarchical division in
nursing ladder management in China; points out the problem and outlook of this area.
© 2016 Shanxi Medical Periodical Press. Publishing services by Elsevier B.V. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
With the rapid economic development of and continual increase
in citizens' health needs, many hospitals and nursing managers
across China have begun to deepen the reform of the nursing work
mode, thereby advancing and improving nursing ladder manage-
ment. Here, we examine the hierarchical division in nursing ladder
management in China. Our analysesmay provide a reference for the
reform and development of nursing practice.2. Concept
Nursing ladder management refers to hierarchical division for
care workers that is based on individuals' educational background,
experience, capabilities, professional training, and work perfor-
mance. Correspondingly, an entry and promotion system should be
established, which may include incentives in salary, responsibility,
and academic status, thereby boosting work enthusiasm and core
competence. Consequently, the quality of clinical care and patient
satisfaction can be improved.1e3al Periodical Press.
blishing services by Elsevier B.V. Th3. Brief history
3.1. Studies of nursing ladder management in other countries
In 1964, Creighton in the US was the ﬁrst to propose the concept
of clinical ladders. In 1972, Zimmer recognized the importance of
nursing ladder management for nursing outcome and the admin-
istration of nursing human resources.1,2 Subsequently, the concept
was gradually introduced into clinical practice and the adminis-
tration of nursing human resources.1,2 However, nursing ladder
management had not been widely applied in the recruitment,
training, and promotion of nursing professionals until the 1980s.
Afterwards, consistent with the development of the nursing in-
dustry, ladder management also entered a stage of a continuous
innovative cycle of improvement and application. It has been
revealed that ladder management can effectively address nurse
shortage issues and the high turnover rate, improve the job satis-
faction rate of nurses at various ladders, and, therefore, advance the
quality of care and management efﬁciency.3.2. Studies on nursing ladder management in China
Nursing ladder management in China began in the 1980s and
was ofﬁcially proposed by the Ministry of Health. In 2005, the
Ministry of Health published the “Developmental Guideline of
Nursing in China, 2005e2010”. This guideline formally stated thatis is an open access article under the CC BY-NC-ND license (http://creativecommons.
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nursing job duties, technical requirements, and the ladder man-
agement of nurses to enable various levels of nurses to fully play
their roles.3 In 2012, the Ministry of Health issued the “Develop-
mental Guideline of Nursing in China, 2010e2015”, in which the
“Nurses Ordinance” proposed the following goals: strengthening
the building of nurse teams according to the law, elevating the
clinical care capacity, accelerating the training of core nursing
specialists, and improving nursing management.4 In recent years,
various major medical institutions have been actively involved in
the reform and improvement of nursing ladder management,
which has been in accordance with the requirements of the Min-
istry of Health and has taken into account the fundamental con-
ditions of China. This endeavor has led to a continuous optimization
in the team structure of nursing staff and an improvement in
nursing quality and the rate of patient satisfaction.5
4. Current research status
4.1. Research status in foreign countries
It has been reported that there is a considerable turnover rate
among nurses and that high-level nurses have a greater satisfaction
rate than their low-level counterparts.6 In addition, newly recruited
nurses have a relatively high turnover rate due to their poor job
satisfaction rate.7 These ﬁndings illustrate an extraordinary prob-
lem of human resource management in medical communities
worldwide.8 To address this problem, many developed countries
have begun to employ nursing ladder management, which was
pioneered in the United States.1 The clinical ladder mode proposed
by Benner classiﬁes nurses into the following ﬁve levels of expe-
rience: novice, advanced beginner, competent, proﬁcient, and
expert. Each level has its corresponding job responsibilities, and
this classiﬁcation system provides a basis for the future develop-
ment of nursing ladder management. In addition, other medical
institutions employ clinical ladder modes in the three different
ﬁelds of clinical practice, nursing management, and nursing edu-
cation; in nursing education, these modes are mainly divided into
the following four levels: N1, N2, N3, and N4. N1 and N2 refer to the
internship. In the N3 stage, individuals are assigned to speciﬁc
ﬁelds, such as the management ﬁeld, and N3 refers to assistant
head nurse. N4 refers to matron. There are also advanced modes in
the other two ﬁelds.1,2
In 2000, the Department of Health of the United Kingdom
formulated the National Health Service Knowledge and Skills
Framework (NHS KSF), whereby a nursing ladder system that
correlated remuneration with promotion was established. NHS KSF
has been incorporated into the health reform. The ladder system in
the UK categorizes nurses into eight ladders, and each ladder is sub-
divided into A, B, and C levels. Ladders 1e4 correspond to assistant
nurses; 6 and 7 correspond to registered nurses, 8 to senior nurses,
and 8C1 to nursing specialists and nursing experts. In addition,
professional development projects at all levels are planned, and
corresponding training is provided. Furthermore, a multidimen-
sional assessment of core abilities is conducted for nursing staff
annually. The assessment results are used as the basis for promotion
and remuneration.2,9,10 In Canada, the nursing classiﬁcation uses
educational background, job experience, and the level of technical
recognition to categorize nurses into non-registered care workers,
enrolled nurses or assistant nurses, and registered nurses.11,12
4.2. Research status in China
Studies of nursing ladder management in China started later
than they did in developed countries and remain in the exploratoryand developmental stage. Research on ladder classiﬁcation is
mainly focused on the laddering basis and the establishment of
capacity levels.13 Wan et al14 employed qualiﬁcations and actual
work performance to categorize nurses in intensive care units into
the following three levels: specialized nurses, executive nurses, and
care workers. The system clariﬁes job responsibilities and formu-
lates a performance assessment system for individual positions.
Nevertheless, the system has an oversimpliﬁed and unclear setting
for the capacity levels. According to the requirements of the
“Developmental Guideline of Nursing in China, 2005e2010” and
the “Management criterion of nursing in Guangdong Province”, Lv
et al15 proposed a step-by-step implementation of a nursing ladder
management system that introduces ﬁve levels of nurses, namely,
matron, specialist nurse, senior primary nurses, junior primary
nurses, and assistant nurses; in addition, criteria for admission
eligibility are established accordingly. Taking “Primary studies on
nursing ladder management-Shanghai Municipal Commission of
Health” as reference, Zhen et al16 proposed a hierarchical division
plan that takes into account the hierarchical access standards of
nurses, the capacity standards, the job content of different levels of
nurses, and the actual circumstances of a hospital. Speciﬁcally,
based on a comprehensive review involving work performance,
obstetrics work experience, job title, and educational background, a
matron classiﬁes nurses into the following ﬁve levels: matron,
specialist nurse, primary nurse, associate nurse, and assistant
nurse. In addition, the matron should reﬁne the job responsibilities
and job content and establish the corresponding evaluation criteria.
However, this hierarchical division plan lacks relevant competitive
mechanisms. Based on the requirements of the “Management cri-
terion of nursing in Guangdong Province”, the team structure of
undergraduate nursing staff, and the nursing hierarchy established
in the ward according to patients' conditions, Shi et al17 propose a
scheme consisting of matrons, care leaders, primary nurses, and
associate nurses and that stresses that care leaders are in charge of
nursing quality control, thereby augmenting the work efﬁciency
and quality of nursing. Furthermore, Shi et al17 also suggests the
selection requirements and processes for a care leader. Based on
educational background, work experience, and clinical care per-
formance, Zhao et al18 introduced a three-level mode consisting of
the care leader, the primary nurse, and the assistant nurse in
emergency wards and intensive care units as well as a two-level
mode consisting of the care leader and the primary nurse in
emergency rooms and outpatient visits. In addition, Zhao et al18
also suggest that, when developing the nursing ladder, attention
must be paid to the formation of echelons with regard to age, titles,
work performance, and education background and team members
must complement each other in personality and interests. These
measures can boost coordination and cooperation. Moreover, it has
been argued that nursing ladder management should be executed
such that positions are competed for on a basis that is open, fair,
and just, thereby maximizing the match between the nursing staff
and job positions. Liu et al19 argued that, in recent years, few re-
ports have been devoted to a stratiﬁed position setting based on
titles and that the title is merely one of the factors in determining
the ladder. Furthermore, ladder management plans are mostly
dictated by supervisors who rely on a regional-based literature and
the experience of nursing managers to create ladder systems,
which lack a theoretical basis or evidence that is consistent with
the conditions in China. By examining the status of nursing ladder
management in China, Shi et al20 suggest that there are issues in
this type of management. For example, a hierarchical division is
accompanied by problems related to the insufﬁcient capacity of
high-level personnel and unclear duty speciﬁcations within a level.
These arguments provide a reference for future progress and
improvement in nursing ladder management.
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erarchical division in nursing ladder management. The hierarchical
division is mainly based on the basic requirements issued by the
Ministry of Health on nursing planning; in addition, subdivision is
performed by taking into account the traits of individual medical
institutions and departments, abilities, title (degree of recognition
of the professional and technical capacity), educational back-
ground, seniority, work experience, and professional ethics.
Designing capacity levels mainly includes the ability hierarchy of
management (nursing director-departmental head nurse-ward
head nurse-care leader) as well as ability hierarchy of clinics
(specialist nurse-primary nurse-assistant nurse-etc.). Nursing lad-
der management can enhance the utilization efﬁciency of nursing
human resources, which leads to human-position compatibility
and improves the quality of care and management efﬁciency.21e23
Moreover, nursing ladder management also offers a well-deﬁned
career advancement system for nurses. In other words, the skills,
knowledge, and comprehensive ability of nurses may exhibit
continual improvements with increased professional status, which
helps boost their job satisfaction rate and sense of accomplishment.
Ultimately, nursing talents are retained and the turnover rate is
decreased.21,24e26
5. Problems in and the outlook on the hierarchical division of
nursing ladder management in China
The major problems in hierarchical division in China are
summarized as follows: ﬁrst, the hierarchical division of nursing
ladder management has its main basis in years of experience, but
it lacks a corresponding theoretical and tangible foundation.2
Thus, it is necessary to integrate the experience of ladder man-
agement and nursing development, in addition to human resource
problems in China and abroad, thereby exploring a uniﬁed model
of nursing ladder management that is suitable for most medical
institutions, which should exhibit a scientiﬁc theoretical and
tangible basis as well as great feasibility and controllability.27e29
Second, the hierarchy division is relatively broad and lacks
proper subdivision.2,27 Under the umbrella of a uniﬁed model,
individual medical institutions should comprehensively review
their own features and limitations to establish a reﬁned ladder
management that is compatible with their own development. For
example, tertiary institutions and township clinics have extraor-
dinary differences in their overall medical environment as well as
their patient populations. Therefore, their reﬁned nursing ladder
management models are likely to display tremendous divergence.
Third, the hierarchical division has a low clinical feasibility, e.g.,
issues such as the relatively low clinical performance of nursing
staff with a high educational background may restrict its clinical
feasibility. This problem should be addressed by taking into ac-
count the backdrop of a large medical environment, which may be
accomplished through the following measures: ﬁrst, it is crucial to
ensure well-coordinated, multi-pronged development in nursing
education, nursing management, clinical practice, and nursing
research; second, it is necessary to establish scientiﬁc and factu-
ally based nursing ladder management as well as a comprehensive
system for nurse recruitment, induction, training, and promotion;
third, upon conducting nurse recruitment, training, and promo-
tion, it is important not only to ﬁrst address the work re-
quirements of nursing but also to consider the expertise, wishes,
and needs of individual nurses.27e29 Moreover, because the
quantity and quality of care workers are intrinsically related to the
quantity and conditions of patients, medical institutions should
offer sufﬁcient study opportunities to nourish the knowledge and
skills of care workers and help them better adapt to the job.30,31
Importantly, relevant quality control systems may also beintroduced to improve the clinical suitability and feasibility of
such management models.326. Conclusions
Nursing ladder management has profound inﬂuences on
improving nurses' qualiﬁcations, promoting their career advance-
ment, augmenting care outcomes, and enhancing the rate of pa-
tient satisfaction. Hence, the hierarchical division of nursing ladder
management should fully take into account the overall circum-
stances of China and take successful cases and experiences in China
and abroad as reference, which will be further aided by continuous
exploration and improvements. Thesemeasures may help solve the
problems in China's nursing ladder management, optimize nursing
human resources, and enhance the efﬁciency and quality of work,
which will propel continuous progress in nursing practice in China.
In addition, regarding hierarchical division, it is crucial to
strengthen the basic study of the ladder structure, thereby pro-
ducing will-deﬁned classiﬁcation systems. Finally, the clinical
feasibility of such systems can be elevated by comprehensively
examining the speciﬁcs, taking a case-by-case approach if neces-
sary, and also taking into account the intrinsic relationships of in-
dividual factors.2Conﬂict of interest
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